toes with a deep cleft between the first and second, as in a lobster-claw deformity. On the left side the great toe is absent.
The PRESIDENT: This is a very remarkable case. I have only seen about six cases of absence of the tibia, and never one with so much displacement of the fibula. I agree that there is nothing to be done short of amputation; if it were not for the shortening -the girl would do very well without artificial limbs.
Birth Palsy with Dislocation of the Head of the Radius.
By R. C. ELMSLIE, M.S., F.R.C.S. F. S., A GIRL aged 151, has had a deformity of her right arm since birth. No history of the birth or early condition is available. No treatment appears to have been carried out. The arm is held a little away from the side with the elbow flexed and the forearm supinated. Movements of abduction and rotation at the shoulder are restricted.
Full extension of the elbow is impossible, and pronation of the forearm is also absent. Active use is present in all the muscles of the limb except the pronator radii teres, but the deltoid, triceps and extensors of the wrists and fingers are weak. The muscles all react to a faradic current, including the pronator radii teres.
An X-ray photograph shows a forward subluxation of the head of the radius and a great prominence in front of the tuberosity.
The chief interest of the case consists in the supination deformity and in the presence of the subluxation of the head of the radius. I do not think that excision of the head of the radius is advisable, as it will probably weaken the arm; the girl gets very good use out of the hand as it is. I propose to limit treatment to manipulation and exercises for the joints and electrical treatment of the weakened muscles.
DISCUSSION.
The PRESIDENT: I have never seen a case of fixed supination deformity. There is a little passive pronation possible, and this appears to be limited by the prominence of the bicipital tuberosity. I agree that operative treatment is inadvisable.
Mr. H. A. T. FAIRBANK: I have a case now under treatment in which there is a limitation of pronation, but this is due to previous treatment, the forearm having been held in a supinated position, and having become stiff in the new position; it is improving. I have seen several cases of subluxation of the head of the radius, but most of them have had limitation of supination.
Mr. LAMING EVANS: Is there a more active response to faradic stimulation of the biceps in this case than in other cases of birth palsy? It is interesting to note that subluxation occurs in these cases both in the shoulder and in the radius; presumably this was due to retraction of muscles which recovered early.
Case for Diagnosis.
By PAUL BERNARD ROTH, F.R.C.S.
PATIENT, a boy, aged 4, with waddling gait. He had never walked properly, but always with the toes turned out, rocking from side to side with each step. He had been taken previously to two hospitals, at one of which he was treated for a time with long external splints, but these had not been able to keep the legs from twisting. He had suffered from rickets, as evidenced by slightly bowed tibice and enlarged lower radial epiphyses.
The gait was characteristic 6f double congenital dislocation of the hip-joints, but the radiogram by Dr. W. Ironside Bruce showed no abnormality of outline of bones to suggest this or any other deformity. When the patient was lying supine, passive abduction of each thigh was limiited to 45°. The thighs were kept rotated out 80°, but could be untwisted so as to make the toes point straight up, by using moderate force.
(Since writing the above it has been suggested by Dr. Martin Berry that in all probability this is a case of abnormal torsion of the femoral shaft.)
Mr. LAMING EVANS: There may be a waddling gait in any case of weakness or deficiency of the pelvi-trochanteric muscles. I should look upon this case as one of weakness occurring in a child suffering from rickets.
